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giant left atrial myxoma presenting with heart failure and pulmonary hypertension in a middle-age nigerian man
Adeseye Abiodun Akintunde MBChB FWACP FMCP FACC FESC 1, 2 C ardiac myxomas are the most common tumours of the heart, with 75% located in the left atrium (1, 2) . It is a slow-growing tumour and can present with various manifestations. It is usually asymptomatic over a long period of time. Some documented clinical manifestations include cryptogenic stroke and obstructive symptoms such as mimics of aortic stenosis, mitral stenosis and severe pulmonary hypertension (2) (3) (4) . There are few reports of atrial myxomas in Black Africans. Unusual manifestations of left atrial myxoma have also been documented. They include ST-elevation ischemic patterns on electrocardiography, retinal artery occlusion and superior mesenteric artery occlusion (5) (6) (7) .
Left atrial masses can present in many bizarre forms and it is important to identify them early to reverse the sometimes irreversible cardiac hemodynamic adaptations that often accompany such disease when they present in late stages. A high index of suspicion is often needed to identify them when they are present. They are amenable to surgical excision with good prognosis, especially if there are no major structural or function adaptations to the left atrial myxoma tissue (6) .
The author presents a case involving a middle-age man who was seen in the cardiology clinic with features of chronic biventricular failure. He was not known to have any significant risk for cardiovascular (CV) disease on CV risk evaluation. Echocardiography revealed a giant left atrial mass compatible with left atrial myxoma.
CASE PRESENTATION
OO is a married, 48-year-old Yoruban man from southwest Nigeria, who was seen in the cardiology clinic of Goshen Heart Clinic, Osogbo (Nigeria) in February 2016, with history of progressive easy fatiguability and cough of approximately four years' duration. He was apparently well until four years ago, when he developed progressive easy fatiguability on moderate exertion until it progressed presently to dyspnea at rest. There was associated history of cough, which was productive of whitish frothy sputum, occasionally brownish, but not blood stained.
There was an associated history of paroxysmal nocturnal dyspnea, orthopnea, easy fullness, nocturia and bilateral leg swelling. There was no abdominal pain and he was not a previously diagnosed hypertensive or diabetic patient, and had no previous history of previous body swelling. There was no fever or neck swelling. His developmental and antenatal history were uneventful.
Examination revealed a middle-age man who was conscious and alert, anicteric, afebrile, not dehydrated, with bilateral pitting pedal edema and no asterixis. CV system examination revealed a heart rate of 109 beats/min, which was regular, small volume; the arterial wall was not thickened and no locomotor brachialis was present. His blood pressure was 118/80 mmHg in the sitting position and jugular venous pressure was elevated. The apex beat was located at the 7th intercostal space lateral to mid clavicular line, heaving. S1, S2 and S3 were heard, and there was a loud P2. Left parasternal heave was also present.
Hepatomegaly was present, with the pulsatile liver palpated 6 cm below the right coastal margin, there was ascites and bowel sounds were present and normoactive. In the respiratory system, there were bibasal crepitation. An assessment of biventricular failure, possibly due to rheumatic valvular heart disease, was made with a differential diagnosis of dilated cardiomyopathy.
Echocardiography, however, revealed a giant left atrial homogeneous mass with maximal dimension 6.8 cm × 5.9 cm, almost filling the markedly dilated left atrium, leaving a very small left atrial cavity (Figures 1 and 2 ). The interatrial septum was ballooned to the right. There was also biventricular systolic dysfunction and severe pulmonary hypertension, with dilation of the inferior vena cava and reduced respiratory excursion. Estimated pulmonary arterial systolic pressure was 49±10 mmHg. There was moderately severe tricuspid regurgitation with a regurgitant velocity of 3.5 m/s. Right ventrtivcular wall thickness was 8 mm, indicative of right ventricular hypertrophy. Chest x-ray revealed cardiomegaly with left cardiac border mitralization and cardiomegaly (Figure 3 ). Electrocardiography revealed sinus
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DISCuSSION
Although atrial myxomas are often found in the left atrium, they can occur in the ventricles in a small proportion of people (1, 3) . Most atrial myxomas begin to produce symptoms when they become sufficiently large. It is a primary benign tumour and its rate of growth cannot often be accuratley predicted (5) . Atrial myxomas can recur, even after removal. Morphological diagnosis can be made readily by gross inspection, and their appearance is clearly different from its close differential on gross examination and echocardiography (8) . They usually have a smooth surface with irregular, shiny, most often multicoloured surface. It is often attached to the atrial septum. They occur in middle age, with mean age of 56 years and are more common in women. It could be familial in up to 10% of cases and, when this occurs, they are more likely to be multiple and also located in the ventricle (9, 10) .
Myxomas are often associated with the most varied clinical manifestations in the literature of all primary cardiac neoplasms (8) . Clinical presentations include signs of emboli, obstruction to blood flow and various other constitutional symptoms. Embolization of its fragments may cause pulmonary embolism when located on the right, and systemic organ infarction when located on the left. Interference with mitral flow mimics mitral stenosis, as in our patient, with massively dilated left atrium, pulmonary hypertension and chronic heart failure that progress over an appreciable duration of time (2, 3) . Other constitutional symptoms of atrial myxomas include fever, weight loss, digital clubbing, reduced platelet count, elevated erythrocyte sedimentation rate and abnormal serum proteins (3, 4, 11) .
Reports of atrial myxoma from Africa are scarce. A few have been have been reported to be linked to stroke and mimics of mitral stenosis (12, 13) . Atrial myxoma presenting with heart failure and pulmonary hypertension have rarely been reported from Nigeria, although Wilson et al (14) reported a case from Ibadan, Nigeria.The patient had a very dilated left atrium, with the mass occupying almost the entirety of the left atrium, which would have led to chronic elevated pulmonary capillary wedge pressure with recurrent pulmonary edema. The patient also had evidence of severe myocardial injury with frequent ventricular extrasystoles, biventricular hypertrophy and systolic dysfunction. Chest x-ray revealed mitralization of the left cardiac shadow, which was compatible with the massively dilated left atrium. Electrocardiography revealed right atrial enlargement, right ventricular hypertrophy, right axis deviation and ST-T wave changes. These were due to the right ventricular overload and eventual failure. Common etiologies of heart failure in this age group include hypertension, valvular heart disease and cardiomyopathies. However, the patient's echocardiographic study did not suggest any of these, and there was no previous history of elevated blood pressure or diabetes mellitus. It is, therefore, expedient to consider left atrial tumours as a possible differential diagnosis as the etiolgy of heart failure in cases where conventional etiologies are not found. This patient was referred for surgical resection for which he is presently being prepared to undergo.
